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ABSTRACT 
While there currently appears to be no universal definition for Emotional Behavioural 
Difficulties (EBD) it is often used around the world as a label for children displaying difficult 
behaviours.  One intervention used for children with EBD is residential treatment, which 
involves “providing a full range of therapeutic, education, recreational and support services 
given by a professional, interdisciplinary team” (Johansson 2007, pg. 16).  To date there is 
little literature on the effectiveness of residential treatment for children with EBD.   This 
present study aims to further the research by measuring the progress made towards a child’s 
personal goals while at residential school and if this progress is still evident six months after 
returning home and entering mainstream schooling.  Child and parent feedback on the time 
spent at residential treatment are examined to see how they viewed the treatment.  The 
participants consisted of 83 children aged seven to thirteen years who had attended the 
residential school between 2004 and 2009, their parents/caregivers, mainstream teachers and 
residential treatment staff.  Follow up questionnaires given to the parents/caregivers when the 
child was leaving residential treatment and the child’s leavers report were analysed using a 
mixed methods approach.  The results of this study indicated that the children’s personal goal 
attainment did not change at a statistically significant level six months after returning home 
and entering mainstream schooling  Findings were consistent across the three age groups 
analysed (under 8 years 11 months, 9 years -10 years 11 months and over 11 years) as well as 
across the goal codes.   This research suggests the gains the children made towards goal 
attainment at residential treatment were able to be generalised to their home and mainstream 
school environment.    
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Chapter 1 
Introduction 
Residential care is provided for children around the world to an estimated eight to ten 
million children, with the exception of a limited number of Muslim countries (Johansson, 
2007).  Care can be delivered in a number of different settings (Johansson, 2007). The Child 
Welfare League of America (2004) states there are seven different types of care,  one of 
which is residential treatment. This involves “providing a full range of therapeutic, education, 
recreational and support services given by a professional, interdisciplinary team” (Johansson 
2007, pg. 16).  Mention of residential treatments centers for children however, can often 
cause either a strong negative or positive emotional response for many in both New Zealand 
and around the world.  Research into residential treatment reinforces these responses and 
suggests residential treatments are dehumanizing and socially debilitating (Cooper, 1993).  
Whilst some research has shown a discouraging picture for children after exiting residential 
treatment centers including academic failure, social, emotional and economic struggles 
(Nickerson, Colby, Brooks, Rickert & Salamone, 2007) there has been research to the 
contrary to support the residential treatment centers and suggest that they can be extremely 
effective, especially in providing treatment for children with challenging behaviour (Swinson, 
Woof & Melling, 2003).   
As this debate of best practice for providing children with the greatest possible 
education continues, numerous schools, local authorities and governments around the world 
are trying to develop more inclusive policies and practices in their education sector for 
children with Emotional Behavioral Difficulties (EBD) (Farrell & Polat, 2003).  Currently no 
universal definition for EBD exists, yet it is often used around the world as a label for 
children displaying difficult behaviours.  When a child is labeled with EBD it can have 
disastrous effects on the child throughout their education and adult life and prove an obstacle 
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for their inclusion in mainstream schooling even if there has been a strong inclusion policy 
and practice developed (Swinson et al., 2003).  Swinson et al. (2003) found mainstream 
teachers had major concerns about their lack of training and held very negative views about 
inclusion if the result was to provide for more children with EBD in mainstream schooling.  
These views were not confined to just the teachers, as some teacher unions were in opposition 
to the inclusion of children with EBD into mainstream schooling also (Swinson et al., 2003).  
Therefore mainstream schooling in the United Kingdom has been seen to be reluctant to 
admit children with EBD (Farrell et al., 2003)  
The purpose of this literature review is to examine the research issues with current 
literature on residential treatment for children with Emotional Behavioural Difficulties.  It 
will consider the definition or lack thereof for EBD and the definition of residential 
treatment.  It will review research currently available on the effectiveness of residential 
treatment for children with EBD and the child’s perceptions of the time spent at residential 
treatment.     
  A data base search was completed using Education Research Complete and 
PsychINFO.  Major descriptors for these searches included “Residential Treatment”, 
“Emotion* Behavio*r* Difficulties”, “Effective*”, and “Child Views”.  A number of studies 
were found using this search; further ancestor searches were then completed to locate 
additional literature.   
What are Emotional Behavioural Difficulties? 
Emotional Behavioural Difficulties is a term commonly used in a number of 
countries, referring to a range of childhood difficulties (Evans, Harden, & Thomas, 2004), 
with multiple definitions used throughout the world.   
The English Education Ministry provides the following definition of Emotional and 
Behavioural Difficulties “range from social maladaption to abnormal emotional stresses. 
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They are persistent (if not necessarily permanent) and constitute learning difficulties. They 
may be multiple and may manifest themselves in many different forms and severities. They 
may become apparent through withdrawn, passive, aggressive or self-injurious tendencies” 
(DfEE, 1994, p. 7) 
The term EBD was initially used to replace the term ‘maladjusted’ a term that was 
thought to not provide adequate information and was insignificant if the child’s 
circumstances were not considered (Cooper, 1993).  As the term ‘maladjusted’ was using a 
medical model where the problems were seen within the child this was implying that the 
child had a disorder, it was considered the child had a mental illness as a consequence of 
emotional deprivation and some psychological trauma in their early childhood (Cooper, 
1993).   In the 1970’s this structure of thinking in relation to EBD saw a change occur in the 
emphasis of orientation on the cause of these behaviours.  A focus on a more behavioural 
approach surfaced.  Now the behaviour of a child with EBD is more often seen as occurring 
as a result of a particular situation or environment.  This means a change in the way treatment 
is focussed as now the concern is with the immediate observable antecedents, behaviour and 
consequence rather than the child’s motivation either conscious or unconscious for a 
particular behaviour (Cooper, 1993).  Thus the behavioural approach supports the view that 
the way in which mainstream schools and classrooms are often organised may be having a 
significant impact on children with EBD.   
These difficulties with categorization or labeling of children with difficulties have 
been present for many years.  In 1981, the UK government discontinued the governments use 
of numerous labels such as Dyslexia, Severe Learning Difficulties and EBD and replaced 
these with a generic term ‘special educational needs’ to refer to pupils with EBD and a 
number of other problems.  However, despite the government attempting to discontinue the 
use of such labels they are still being used today (Farrell et al., 2003). 
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The code of practice often used for identification and assessment of special 
educational needs suggested that EBD may become evident in a number of ways such as, 
age-inappropriate behaviour, behaviour seen to interfere with their learning or their peers, 
signs of emotional disruption such as unusual tearfulness and withdrawal or difficulties 
forming and maintaining relationships with adults and peers (DfEE, 1994).   
In the revision of this code of practice (DfEE, 2001) no clear definition for EBD was 
given.  It was suggested however that indications of EBD may be seen by examples of 
withdrawn or disruptive behaviour, a child’s inability to concentrate, the child experiencing 
distress over their learning difficulties, difficulties in building and sustaining relationships 
with peers and adults and any other delay in development of life and social skills.   
Church (2003) considered the term emotional and behavioural difficulty to mean a 
disability characterised by emotional or behavioural responses that are significantly different 
from what is considered age appropriate, to a degree that these responses are negatively 
affecting the child’s performance in education in such ways as the development and display 
of their academic, social, vocational and personal skills.  The disability was considered to be 
more than a temporary response that could be expected in stressful events.  It was required to 
be consistently exhibited in two different settings, one of which was school related and 
unresponsive to intervention in the mainstream education (Church, 2003).   
Current research is using characteristics found to be similar among children with EBD 
as opposed to providing a specific definition.  Children with EBD have been considered to 
cause substantial disruptions to their peers, teachers and parents, therefore affecting the child 
at both home and school (Farrell & Tsakalidou, 1999).  They experience immense difficulties 
in making relationships and often demonstrate significant emotional disturbance (Farrell et 
al., 1999).  Pupils with EBD are often seen to have poor educational attainment (Farrell et al., 
1999, Hornby & Witte, 2008b) and regularly drop out of school earlier than other disability 
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groups (Hornby et al., 2008b).  DfES (2001) acknowledged that there is a degree of overlap 
in children with EBD and those children with mental health problems.   
EBD does not currently have a universal definition or diagnostic criteria used 
commonly across the world.  This lack of diagnostic criteria affects the current research as 
there is no certainty that the studies completed to date are using children with the same 
symptoms or children who would therefore receive the same diagnosis.  These studies to date 
are not following the same criteria for each study; therefore it is hard to make generalisations 
with these studies within the population of EBD especially as this population could be so 
diverse.    
Consequently the need to unpack the term EBD has become apparent as the 
importance of having clearer descriptions of these children, their attributes and their 
emotional, behavioural and educational needs has developed.  Having a more precise and 
universal definition would enable us to focus on interventions more effectively and enrich 
research (Swinson et al., 2003).  
What is Residential Treatment? 
There are many different types of residential settings for children around the world.  
A residential treatment for children with emotional behavioural difficulties is an opportunity 
for the child to gain treatment away from their home and schooling. They are considered to 
be comprehensive and therapeutic educational schools in their own residential settings 
(Gagnon and Leone, 2005).  The treatment can involve homes with parent like figures, or 
larger settings with carers working on 8 hour shifts. Treatment occurs across settings, at least 
5 days a week whilst the children are awake. (Gagnon et al., 2005)     
These residential treatment settings aim to provide a full range of educational, 
recreational and therapeutic intensive services beyond what a family could provide (Casey, 
Reid, Trout, Hurley, Chmelka & Thompson, 2010).  These are delivered to the children by 
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professionals working in the team.  The emphasis of these services is on addressing the 
child’s social, emotional and educational needs (Gagnon et al., 2005).  Church (2003) 
believes schools in the residential treatment centres are not the treatments but rather a place 
where further treatments can take place and be used. There are many different models used to 
address these needs and provide treatment within the residential treatment facilities around 
the world, such as House Parent Model, Child Care Workers Model (Loring, Landsverk & 
Roberts, 2008), Reasonable Efforts to Permanency through Adoption and Reunification 
Endeavours (REPARE) (Landsman, Groza, Tyler & Malon, 2001), and  Psychoanalytic 
Theory (Johansson, 2007).   
The House Parent Model involves a teaching family headed by a married couple who 
act as surrogate parents.  They participate in daily activities with the children and are 
available to the children for five full days a week with weekend relief.  When in this 
environment the children have household responsibilities, exposing them to opportunities to 
learn independent living (Daly, Schmidt, Spellman, Criste, Dinges & Teare, 1998).  The 
Teaching Family Model is like that of the House Parent Model and involves a live in married 
couple who work alongside an assistant family teacher.  This is based upon a behavioural 
deficiency model of deviant behaviour and principles of social learning theory (Kirigin, 
Braukmann, Atwater & Wolf, 1982).  The child’s behavioural deficiencies are considered to 
be the result of inadequate histories of reinforcement and instruction.  The underlying 
assumption is that if the children can learn to behave in socially appropriate ways 
consequently, they will receive more positive feedback from the environment, be more 
successful and have improved self-image and well being (Kirigin et al., 1982) 
The Child Care Worker model uses a number of staff members on rotating shifts to 
provide supervision of the children.  The child care workers also engage in behavioural 
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management of the children and are often required to carry out specific intervention programs 
(Jones, 2008).    
The Psychodynamic Milieu is an approach based on the psychoanalytic theory.  The 
children receive psychoanalytically orientated therapy and the primary role of Milieu is to 
prevent the deterioration between the child’s therapeutic sessions (Abramavitz & Bloom 
2003). 
The REPARE model aims to maximise family involvement and decision making 
throughout the child’s time at the residential treatment, from preadmission through to the 
short period after discharge (Landsman et al., 2001).     
Within these models of residential treatment are residential schools.  This refers to the 
education component of residential treatment.  Here the child receives education following 
the curriculum used in mainstream education within the grounds of the residential treatment 
centre.  The children are often educated in smaller classes with extra assistance required for 
remedial work in some subjects (Hornby et al., 2008b, Farrell et al., 2003).  During the school 
hours the teachers are working under the same ethos as the other professionals in the team 
and have the same expectations of the children (Hornby et al., 2008b).    
These different models of residential treatment centers for children with EBD are not 
trying to substitute the parents or guardians of the children but try to expose the children to a 
new range of experiences which allow for the child and their families to enhance the quality 
of the various family relationships (Cooper, 1993).   
Residential Treatment Centres following any model come under criticism for a 
number of reasons.  Some view these centres as dehumanizing and socially debilitating 
following a ‘warehousing’ approach where the institutions focus on control and containment 
of children rather than focus on their care and development.  However others are considered 
to be using a more horticultural approach whereby their focus is on the personal 
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development, enhancement and growth of the children (Cooper, 1993).  These are often 
considered to be the most restrictive placements for children along the continuum of care 
available and as a last resort because of this (Casey et al., 2010 & Cooper, 1993).   Not only 
are the concerns of residential treatment in regard to the child’s care whilst at the centre but 
also the cost to society.  Residential treatment has been considered the most costly care for 
children, especially for at risk youth (Kott, 2010).  In New Zealand Residential Treatment for 
EBD can cost up to $3 million per annum per residential treatment centre 
(http://www.beehive.goct.nz) while Stroul and Friedman (1986) found that it can cost $100 to 
$300 per day per child.   
    The term residential treatment can be used to cover a vast range of treatments and 
services; therefore  Kott (2010) suggests for future research it would be beneficial if the 
residential services described their program within an outline that included such 
fundamentals as their target population, length of stay, intensity of restriction and the 
individual treatment environment.  Having this information available would enable the use of 
residential treatment in a responsible way and thus provide a match to each client’s individual 
needs.  The Wagner Report indicated that allowing for residential treatment to operate 
alongside the community based interventions and treatments currently available would allow 
a broader range of client needs to be covered than what current community care can provide 
alone (Cooper, 1993).    
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Chapter 2 
Literature Review 
Currently due to the lack of diagnostic criteria and a common definition for EBD it is 
impossible for anyone to provide worldwide statistics on the prevalence of EBD or the exact 
number of children in residential treatment for EBD.  Hornby et al. (2008b) reported that in 
the United States of America (USA) students with EBD are more likely than any other type 
of disability to be placed into residential settings.  The number of children with EBD in such 
settings was also reported to have increased in the USA in the past ten years however the 
same increase is in not evident in the United Kingdom (Hornby et al., 2008b).  
Those children referred to the residential treatment centres for EBD are largely males 
(ratio of 6:1)  displaying aggressive and unsociable behaviour and are typically achieving 
well below their peers academic attainment (Farrell et al., 1999).  They have been 
unsuccessful in mainstream, less restrictive education and therapeutic facilities (Nickerson et 
al., 2007).    
The outcomes of children with EBD when compared to other disability categories 
(e.g. learning disabled) have not been extensively studied (Wood & Cronin, 1999).   Butler 
and McPherson (2007) argue that demonstrating effectiveness of residential treatment is 
currently difficult and will continue to be until a universal understanding and definition of 
residential treatment is available.  Current research that has been completed on the long-term 
outcomes for children with EBD after leaving school has been contradictory (Farrell et al, 
2003).   
Swinson et al. (2003) believe Galloway and Goodwin (1987) summed up residential 
treatment concisely believing special schools do not exist for the benefit of the children 
attending them but rather, the teachers and pupils of mainstream education.  Swinson et al. 
(2003) also states that presently, there appears to be no evidence that the EBD population 
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benefit from gaining education away from the mainstream education.  Wood et al. (1999) 
conducted a review on follow up studies of children who had attended residential treatment 
centers for EBD; their results painted a fairly bleak picture of post residential treatment 
outcomes such as low grade attainment and high school dropout rate.  
Current follow up studies of post residential treatment center outcomes focus on the 
students’ educational achievement, employment and community adjustment (Hornby 2008b, 
Wood et al., 1999). Each of these aspects will be detailed separately in the following sections.   
Educational Attainment 
Numerous studies have reported on the educational attainment of children with EBD.  
Wood et al. (1999) and Trout, Nordness, Pierce, and Epstein (2003) have completed reviews 
on literature on children with EBD.  Trout et al. (2003) reported on the academic status of 
children with EBD; 65 articles on children ranging in age from five to twenty one years were 
included in the review dating from 1961 to 2000.   Malmgre and Edgar (1998) report the 
findings of a study comparing children with behavioural disorders and their peers. The study 
consisted of 20 students with behavioural disorders and 315 nondisabled peers. Hornby et al. 
(2008b) completed a study on children with EBD after they had attended a residential 
treatment centre for children with EBD. These children were aged between 7 and 13 years 
when attending residential treatment and 21.7 – 27.5 years at the time of the study. Phone 
interviews were conducted in both studies using a semi-structured interview.  The results of 
these studies are reviewed below.   
Children with EBD may be experiencing less educational success than other students 
(Landrum, Tankersley and Kauffman 2003), after discharge from residential settings.  Trout 
et al. (2003) review of literature on the academic status of children with EBD found that 32 
(91%) of the 35 reported students with EBD were academically deficient,  Wood et al. (1999) 
found the same with their results showing children with EBD had lower grades than that of 
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their peers in mainstream schooling.  When the reports were separated into academic 
subjects, 16 (89%) of the 18 reports on reading showed these children having academic 
deficits.  While 12 (92%) of the 13 reports for arithmetic and both reports on written 
expression also showed these children presenting with academic deficits.  Trout et al. (2003) 
also reviewed the literature comparing children with EBD to their peers without disabilities 
and established that 65% were performing less well than their non-disabled peers.  This 
review however did not report on students after attending residential treatment rather only on 
children with EBD.   
Hornby et al. (2008b) found that 27 of the 29 pupils who had attended residential 
treatment had not passed any secondary school examinations. Attending high school and 
graduating from high school was also found to be less likely to occur with children with EBD 
even if they had not attended residential treatment in the review conducted by Trout et al. 
(2003).    
The lack of educational achievement leads to an increase in the number of children 
with EBD being required to repeat a year (Hornby et al., 2008b) or drop out of school 
altogether.  Wood et al. (1999) saw in their review that the dropout rate for children with 
EBD is much higher than that of their peers or any other disability group with estimates being 
between 43% and 56 % of the EBD population dropping out of school.  Hornby et al. (2008b) 
findings support these estimates with over half their sample (17 out of 29) leaving school 
before the legal leaving age of 16 years with a further 10 students not completing high 
school.   
Post secondary education is uncommon in youth with EBD.  Malmgren, Edgar and 
Neel (1998) found that 10 years after leaving school only 28.6% (7 out of 20) of the students 
with behavioural disorders had completed a post secondary degree or certificate of some 
description.  These figures are much lower than students without EBD of whom 66.9% (154 
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out of 315) complete higher education.  Hornby et al. (2008b) however saw that a large 
number of the students had taken some form of training after school.  Thirteen of the twenty 
nine students had taken a Polytechnic course, with four taking work related training courses.  
Two had taken a Correspondence School course and one was taking a University Course.  
The recording of this data however did not make it clear if these were individual cases or if 
some students had been involved with more than one form of extra training.   
Employment 
As mentioned previously Wood et al. (1999) completed a review of literature on 
children with EBD from 1985 to1997.  Hornby et al. (2008b) also completed a follow up 
study of children who had attended residential treatment when aged between 7 and 13 years.   
Like that of Hornby et al. (2008b) Farrell et al. (2003) studied the progress made by 
boys who had attended a residential treatment centre for pupils aged 7-19 years with EBD.  
The study involved interviews 26 pupils aged from 17-25 years, the time since attending 
school for these pupils was between six months to nine and a half years.  
Blackorby, J. & Wagner, M. (1996) reported on the findings from the National 
Longitudinal Transition Study. This study involved children ages 13-21 years who were in 
special education in secondary school in 1985.  This study used phone interviews, analysis of 
the student’s high school transcripts and surveys of the teachers and principals.  The first data 
collection was when the students had been out of school from a few months to 2 years.  The 
second data collection was when they had been out for three to five years.   The results of 
these studies are reviewed below in regards to rates of employment for those with EBD.   
 Employment rates for individuals with EBD after attending a residential 
school are reported as being below that of their peers whilst also being more likely to leave 
the jobs they did have (Wood et al., 1999).  Rates of employment for this group range from 
48% - 52% with 31-36% full time and 12-21% part time (Hornby et al., 2008b & Blackorby 
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and Wagner, 1996) compared to the general youth population -of 66%, 60-90% full time and 
10-40% part time (Department of Labour, 2009).    
This population  not only display lower employment rates but the jobs they are 
typically employed in are manual or low skill requiring a minimal amount of extra training 
(Farrell et al., 2003 & Wood et al., 1999).  These findings were confirmed by Hornby et al. 
(2008b) who established the jobs held also required minimal training or qualifications, 
including such jobs as farming, care workers/nurse aids, security guards and fisherman. The 
rates of pay in this study ranged from $9.00 to $13.46 per hour; these figures are marginally 
above the minimum wage.   
Among those youth with EBD who gain employment, it is reported that there is a 
tendency to poor job security (Farrell et al., 2003).  Farrell et al. (2003) found none of the 26 
ex residential school students were on permanent contracts. Along with the lack of job 
security, this population has also been reported to earn low wages and receive little or no job 
related benefits (Wood et al., 1999).  Not surprisingly youth with EBD expressed views in 
Farrell et al. (2003) and Hornby and Witte (2008a) of having low expectations in regard to 
training and employment.  These low expectations of job training and employment could be 
associated with their lack of formal qualifications which is of importance in the employment 
market.   
These studies all showed the employment rate for those with EBD is below that of 
their peers either with or without another disability.  They show that any jobs obtained by this 
population are generally of low skill and requires little to no additional training.  These 
studies however did not compare EBD youth with other youth with high dropout rates and 
therefore it cannot be concluded that these low employment rates are as a result of EBD or as 
a result of the high education dropout rate for this population.   
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Community Adjustment 
Whilst the aim of residential treatment for children with EBD is to enable their pupils 
to live independently, become well adjusted adults and to be involved within their local 
community (Farrell et al., 2003), current research suggests this may not be the effect of 
residential treatment for EBD.  Farrell et al. (2003) stated that one major criticism of 
residential treatments is that they isolate children from communities and construct negative 
stereotypes within the general population.  According to Armstrong, Dedrick and Greenbaum 
(2003) a majority of the young population had low levels of success in assuming adult roles.  
This is supported by Wood et al. (1999) who found that follow- up studies on this population 
show they are not being prepared for  life requirements to allow for successful adult 
adjustment.   
Hornby et al. (2008b) established half of their sample of 29 had made some 
advancement toward finding a marital partner and starting a family, the key developmental 
tasks for young adults.  Although in a review summarizing the results of seven longitudinal 
studies of youth transitioning to adulthood, it was found that youth with EBD were less likely 
to be married than their peers and of those who did marry, 50% divorce after three years 
(Davis and Vander Stoep, 1997). 
For the children aged 4.7 years to 14 years, living in a stable environment is measured 
in follow up studies.  Landsman et al. (2001) recognized when looking at the stability of 
children’s living arrangements after discharge from both a regular residential programme for 
children with EBD and an intensive REPARE model residential treatment programme 
significant differences were present.  A stable placement was considered if it was a 
continuous (uninterrupted) placement with a parent, relative, or legal guardian, or in a 
planned long-term family foster home. Six months after leaving the residential settings 59.1% 
(of the 82) REPARE student’s verses 37.8% (of the 57) comparison students who attended 
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regular residential treatment school were in stable placements.  When compared at 18months 
after admission to residential treatments the differences were greater, 75% of REPARE 
model were stable verses 37.8% of comparison regular residential treatment.   
 Prevalence of criminal activity is high in the EBD population.  Hornby et al. (2008b) 
found that 66% ex-students reported having a criminal record; 4 of these 19 were in prison at 
the time of the study.  Armstrong et al. (2003) completed a longitudinal analysis of the 
National Adolescent and Child Treatment Study.  This involved 292 participants in a seven 
year study, which found that 10% of the participants were in a correctional facility.   
Community involvement is an area only occasionally measured in this population.  It 
was reported that the longer the children with severe emotional disturbance had been out of 
school the less friends they had and more minimal their involvement with social or 
community groups had become (Hornby et al., 2008b) this is supported by Blackorby et al. 
(1998).  Twenty of the 29 participants in Hornby et al.’s, (2008b) study reported having 
friends they spent time with.  This shows that the majority of this population has friends and 
some degree of a social life.  Farrell et al. (2003) consider attending the residential school can 
make it extremely difficult for the youths to mix with their friends, family and community 
and questioning if this is a result of the youth having EBD or a result of attending residential 
treatment.  Improvements in future research in this area could be undertaken by having 
studies using a control group which would allow for distinctions to be made in regard to what 
is affecting the youth’s involvement with friends and social activities.  The above results 
taken from children attending residential treatment for EBD could support the notion that this 
form of treatment may be isolating the child and adversely affecting their chance of 
integrating back into society upon discharge. Residential treatment itself rather than EBD 
may in fact lead to ongoing negative effects on employment prospects and social interactions 
(Farrell et al., 2003).    
23 
 
Comparing the results from these studies across the three domains shows there is 
some consistency in the outcomes seen in children with EBD.  However, these studies are not 
guaranteed to be measuring the same population as each study has their own definition of 
EBD and the severity required for the child to be included in the study.  Also the lack of a 
control group in a number of these studies makes the exact cause of some of these results 
unknown.  Often the question unanswered is, “are the results due to the youth having EBD or 
from attending a residential treatment programme?”    
Children’s perceptions  
When evaluating the result of education the consumers view can be an effective tool 
for such a task (Jahnukainen, 2001).  In this case it is the perceptions of the EBD children 
themselves.  This said there is still very little known about the children’s’ view of residential 
schools for young people with EBD (Farrell & Polat, 2002).  However it is an important view 
to have as it can provide vital information about the assessment and placement of children 
with EBD as well as give important information on the effectiveness of practices for 
education and emotional treatment (Farrell et al., 2002).     
Hornby et al. (2008b), Farrell et al. (2002) and Cooper (1993), Harris, Barlow and 
Moli (2008) each used interviews with ex students of EBD residential schools to study the 
views of the students about their time in residence at the school. Harris et al. (2008) also 
interviewed parents and teachers.  In each case the interviews were all thematically analysed 
to identify the students’ perceptions. Hornby et al. (2008b) study was the only one to look 
specifically at New Zealand students while the other 2 studies were conducted in England. 
Hornby et al. (2008b) also had the youngest cohort of students (and the only mixed gender 
cohort) with ages ranging from 7-13 years, while the other two studies had slightly older age 
groups with Farrell et al. (2002) studying boys aged 7-19 years and Cooper (1993) 11-18 
years.  
24 
 
The limited numbers of studies that have been completed have found similar views 
from children with EBD who had attended residential treatment around the world.   The 
children report that residential treatment gave them a chance to build relationships with their 
peers and staff of the school, an opportunity these children felt was not available to them in 
mainstream education (Farrell et al., 2002. Harris et al., 2008 & Hornby et al., 2008a).   This 
was the case for 24 of the 26 students interviewed by Farrell et al. (2002), five of the 21 
students interviewed by Hornby et al. (2008a) found this to be an important aspect of their 
schooling.  Five of the 21 children commented that having relationship difficulties with 
teachers and other pupils in mainstream schooling was one of the most difficult experiences 
at school (Hornby et al., 2008a).  Building friendships with peers was very important to these 
children; they reported that this was a positive effect of residential treatment.  Developing 
these friendships with peers also meant the children felt they were learning to play in an age 
appropriate way.  Children felt that at the school they were listened to and were an intricate 
part of the school.  Whilst attending residential school the children felt safe and felt they 
could ask for help when ever they needed (Cooper, 1993).  
The majority of the children interviewed was satisfied with their education whilst at 
the residential school and felt that they were able to work at their own pace.  Farrell et al.  
(2002) found only four of the 26 students suggested  they received low quality education and 
three of the four commented they have never been interested in any sort of education and 
‘hated’ education in general.  Five of the twenty one students in Hornby et al. (2008a) found 
it to be useful when the need to work at their own pace was recognized at residential school.   
Some children reported finding the residential school to be rewarding.  Children felt they 
were able to seek clarification and assistance when it was required.  They felt comfortable to 
ask questions, in contrast to not feeling comfortable to do so in mainstream schools (Farrell et 
al., 2002 & Cooper, 1993).   
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Small class sizes, one to one teaching and the teaching methods used were reportedly 
a very positive aspect of the time children spent at residential school.  During this teaching at 
the school the students reported learning to concentrate whilst showing an improvement in 
increasing their attention span (Farrell et al., 2002, Harris et al., 2008 & Hornby et al., 
2008a).  Three students in Hornby et al. (2008a) commented smaller class size would help in 
mainstream education, while twelve suggested teachers need more understanding of children 
with special needs.  Two reinforced the importance of having better training for mainstream 
teachers for dealing with children with EBD.   
Students reported learning not only academically but also emotionally as well at 
residential treatment.  Self-esteem, self-confidence, self-respect and respect for others were 
areas these students valued the impact that residential schooling had on them.  Learning how 
to calm themselves down and be in control of their own moods and actions were valuable 
lessons the majority of these students reported gaining having attended residential treatment 
school (Cooper, 1993, Farrell et al., 2002, &Hornby et al., 2008a).   
Most of the students mentioned the range and quality of the extra-curricular activities 
offered to them at the residential treatment; both supervised and unsupervised (Cooper, 1993, 
Farrell et al., 2002, &Hornby et al., 2008a).  Ten of the students in Hornby et al. (2008a) 
reported the extra-curricular activities being a positive aspect of residential schooling.  These 
activities may have helped give these students a chance to use their negative emotions and 
behaviours in something extra-curricular such as swimming or running.  This reflects the 
importance of the residential schools offering the children a range of extracurricular and 
recreational activities for the education and treatment of pupils with EBD (Farrell et al., 
2002).   
 Although there was a great deal of positive views from the ex-students of residential 
treatment centres they did hold some negative views about their time at the centre.   
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Being placed at the residential treatment itself was viewed by many as very negative.  
The students referred to the emotional, social and physical consequences they had to face 
attending the treatment centre.  Some felt they were disadvantaged in their future education 
and employment prospects after having attended a residential treatment centre for children 
with EBD (Farrell et al., 2002 & Hornby et al. 2008a).  
Whilst many stated the residential schools helped them build relationships with those 
at the residential setting, it reportedly made making relationships and at times fitting back 
into their home and neighborhood difficult.  As many of the residential treatment centres are 
either male dominated or male only the ex-students reported having difficulties when trying 
to interact and build relationships with females.  Consequently this may be why this the EBD 
population was found to be less likely to get married and those who did had a high divorce 
rate of 50% after three years (Davis et al., 1997) 
The ex-students highlighted difficulties when arriving at the residential treatment after 
leaving their friends behind and having to try and make new ones.  This predicament 
occurred again when they left the residential treatment reporting that it was very difficult for 
them to leave their friends at the residential centre and make friends at mainstream school 
(Farrell et al., 2002).   
Whilst the students were pleased overall with the support they received while they 
were at the residential treatments this unfortunately was not the case once they left.  The 
majority of the children reported that they felt they needed more support when they left the 
treatment centre particularly during the transition phase back into mainstream schooling and 
when beginning their adult life (Farrell et al., 2002).   
The views of the students who had attended residential treatment for children with 
EBD were consistent across the studies to date.  However these studies use very small sample 
sizes and are generally completed a number of years after the child has attended the 
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residential treatment centre.  Therefore these views need to interpreted with caution as they 
may not be a representation of the full population and may be altered by other life 
experiences during the intervening years.   
Summary   
 Residential treatment for children with EBD has contrasting results in the current 
literature.  Without a universal definition for either EBD or residential treatment any results 
found are hard to generalize to the rest of the EBD or residential schooling population.  It is 
clear that there are currently large gaps in the literature on residential treatment for children 
with EBD, its effectiveness and the child’s perceptions of the time they spent at these 
residential schools.    
Rationale  
Currently in New Zealand and overseas residential treatment centres are being 
assessed and scrutinised carefully as to their effectiveness in relation to expenditure as they 
are very costly.  A North Island residential school has now been closed due to a number of 
reasons, one being the belief that the $3 million annual running cost could be better spent on 
an alternative service not requiring a residential setting (http://www.beehive.govt.nz/).   
Such decisions are being made even though there has been very little research of any kind 
around the world.  Therefore it is important that research is completed to assess these schools 
effectiveness in order for them to continue to operate and meet the needs of young people 
with EBD.   
As there has been very little research of any kind conducted around the world with 
students who have attended residential treatment for children with EBD, it can be concluded 
that this is an area in need of research.  Whilst follow up research addressing residential 
treatment for children with EBD has been completed, mainly in either the UK or the USA 
(Hornby et al., 2008a), there are still large gaps in the research that need to be considered in 
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order for informed decisions to be made in regards to the most effective and economically 
viable form of treatment for children with EBD.      
Research concerning the student’s perception of their time at residential treatment has 
been conducted in four studies outside of New Zealand (Cooper, 1993; Jahnukainen, 2001; 
Farrell et al., 2002 & Smith, Melatonay & Chakrabarti, 2004), while Hornby et al. (2008a & 
2008b) have researched this in New Zealand in a study of ex pupils of residential treatment 
centres.  These studies however were all completed years after the students had attended the 
treatment, allowing for their perceptions to be tainted by experiences since attending the 
school and lack of memory from that time.  The number of respondents available was also 
limited as there was the challenge of locating the students years later when often, they have 
moved away from the area in which they grew up. Research in this area is important as it is 
vital to have an understanding of the child’s time at residential schooling and how they 
perceived this to affect their well being.     
  Studies of residential treatment have mainly been completed with either children or 
adolescents.  Hornby et al.  (2008a and 2009b), Jahnukainen (2001) studied children aged 7 – 
12 years while Farrell et al. (2002) studied children aged 7-19 years.  However none of these 
studies made comparisons within the ages in these subgroups of youth.  Therefore there is a 
lack of research and understanding of the difference in experience of time at residential 
treatment for children aged seven compared to thirteen years.   
As has been mentioned previously there is little research addressing the high cost of 
running residential treatment centres for children with emotional behavioural difficulties.  
The centres use a large number of resources and it is important that research is completed to 
determine if this is the most effective use of these resources with regards to financial 
accountability and the best outcomes for treating children with EBD.   
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The current researcher has a working relationship with a residential treatment centre 
in New Zealand.  The headmaster of the residential treatment centre approached the 
researcher with questionnaires collected by the school over a period of seven years as part of 
their follow up of children ranging in age from seven to 13 years. These questionnaires 
included information from parents, residential centres staff and mainstream school teachers 
about progress toward goals set while the student were in residence and after they had left. 
They also included information about the perceptions of the children while in care and those 
of their parents. The residential treatment centre was interested in any information that could 
be provided to them after the data had been analysed as this would enable the centre to see 
how the children were performing after residential treatment and what they could change to 
improve these outcomes.    
Aims of this study  
This study aims to further the research into the outcomes of residential treatment by 
studying children’s perceptions of their time at the residential school only six months after 
leaving.   In addition it also aims to ascertain parents’ views of the positive and negative 
aspects of the child’s stay in residential schooling for both themselves as parents and their 
children. 
This research will fill an important gap by considering the experiences of children 
covering a range of ages. As current research compares results between ages of younger 
children to older children, this study will compare across these ages (specifically 7-8 years 11 
months, 9-10 years 11 months and 11years and older) using the students perceptions of their 
time at the residential treatment centre.   
In order to understand the effectiveness of residential schooling this current research 
will also ask questions about the stability of progress made towards the child’s personal goals 
while at residential treatment.  It will identify if progress is still evident six months after 
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returning home and to mainstream school.  The stability of these gains will also be compared 
across the three age groups (7-8 years 11 months, 9-10 years 11 months and 11years and 
older) to investigate how the stability of these gains relates to the age of the child.     
This study will report back findings to the residential treatment centre that had 
collected the data.  This will provide them with information on how the children are 
progressing at home and school once they have left the residential setting.  It will also 
provide them with information on how the children and parents viewed the residential 
treatment centre.    
Therefore in order to meet the aims of this study the researcher used the following 
questions as a guide: 
 Are the levels of goal attainment present when leaving the residential 
treatment centre still present 6 months after transition to mainstream schooling?  
Does this stability vary with age or goal type? 
 How do former pupils view their time at a residential school for pupils 
with EBD 6 months previously? 
 How do parents of former pupils view their experience of having a 
child attend a residential school for EBD and view the experiences of their child?   
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CHAPTER 3  
METHODOLOGY 
This research utilised an existing data set which had been collected by the 
organisation since 2004.  It was analysed at the request of the organisation and consequently, 
the researcher had no control over the format of the data. Thus, a rigorous design such as a 
randomised controlled design was not possible.   This research therefore followed the 
principle of program evaluation.   
Programme Evaluation 
The definition of programme evaluation has developed across time. In 1967 
“evaluation” was defined as when the worth or merit of something has been judged 
(Fitzpatrick, Sanders and Worthen, 2004).  Subsequent definitions have continued to 
encompass this earlier definition of the term (Fitzpatrick et al., 2004).  Fitzpatrick et al. 
(2004) define evaluation “as the identification, clarification and application of defensible 
criteria to determine an evaluation object’s value (worth or merit) in relation to those criteria” 
(p. 5).  Fitzpatrick et al. (2004) provide an outline of the required steps to complete this 
process of evaluation, which are:   
 Study the evaluation questions that have been developed in the                                                                                                            
evaluation plan and determine what information needs to be collected. 
 Develop or select a design for collecting the necessary information. 
 Consider sampling strategies. 
 Identify appropriate sources and methods for collecting the 
information. 
 Develop procedures for collecting information 
 Collect information 
 Analyse information, consider if statistical methods are appropriate. 
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 Interpret the results and draw evaluative conclusions. 
Study Design 
In 1967 Scriven distinguished between two subtypes of evaluation.  These were 
summative and formative.  Since this time these have become widely accepted in the world of 
evaluation.  However the distinction between the two in practice is not always as clear as the 
definitions themselves.  Formative evaluation provides information to enable program 
development from the time of the evaluation.  It is also used to provide and collect 
descriptive information which leads to modifications or improvements of the programme 
(Leys, 2003).  Alternatively the main purpose of summative evaluations is to find information 
that aids in decision making with regards to program adaption, or continuing with the 
program.   Scriven (1991) described summative evaluation as “evaluation done for, or by, any 
observers or decision makers (by contrast with developers) who need evaluative conclusions 
for any other reasons besides development” (p.20).  Summative evaluation has also been used 
to determine results and impacts or outcomes of a specific programme (Leys, 2003).  This 
study therefore is using a mixed approach as it has been formed in part by both summative 
and formative evaluation practices.  In reporting the child’s goal attainment back to the 
residential treatment centre the research is using summative evaluation.  However 
information about the positive and negative views of the participants and their families could 
influence improvements or modifications of the residential treatment centre programme so 
this aspect of the research uses a formative approach.   
A mixed method design was used in this current study.  Mixed methods design is 
when one method is used alongside one or more strategies from another method in the same 
project (Richards and Morse., 2007).  In this study this involved both quantitative and 
qualitative methods (Richards et al., 2007).  A qualitative approach was used to score the 
children’s goal attainment while a qualitative component was used to code the goals into goal 
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types.  Mixed method technique is often used to improve validity through triangulation 
however for this study it was used to gain a more detailed understanding of the residential 
treatment centre (Fitzpatrick et al., 2004 & Richards et al., 2007).  The mixed methods 
approach in this study allowed for a more detailed understanding by providing a quantitative 
figure of the stability of the child’s progress towards their goals and a qualitative description 
of the views of the child and parents about the time spent at the residential treatment centre.     
Analytic weighting of both components  is an important principle when conducting mixed 
methods analysis (Richards et al., 2007).  This refers to the situation where both of the 
components of the mixed methods are not equally weighted in the analysis.  One component 
provides the main analysis whilst the other components findings provide insight allowing for 
additional explanation of the findings from the core component.  In the current research the 
quantitative analysis is finding the core information about the stability of the gains the child 
makes at the residential treatment centre six months later.  Whilst the qualitative analysis is 
providing additional information to the core analysis in the form of child and parent views of 
the time spent at the residential treatment centre.  
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CHAPTER 4 
METHOD 
Design 
A descriptive, mixed-method design, incorporating quantitative and qualitative 
components was used to analyse data from six month follow-up questionnaires for children at 
a residential treatment centre. The questionnaires had been collected by the school over the 
past six years. Quantitative analysis was completed for goal attainment data provided by the 
residential workers and the mainstream teacher.  The qualitative component was descriptive 
qualitative analysis of the child’s and parents’ responses to open ended questions about 
positive and negative experiences at the centre.   
Participants 
The participants of the present study were the young people who had attended this 
residential treatment centre which provided residential living and schooling for children with 
emotional and behavioural problems from 2004-2010.  In addition, the residential staff and 
teachers, mainstream school staff and the parents of the children who had attended the 
residential treatment centre were also participants.  The children’s data  however was only 
included in the analysis if the required amount of information had been returned (see more 
detailed description under Measures below).  
During the 6 years a total of 172 children had attended the residential treatment 
centre.  The researcher had access to 170 residential treatment centre leaver’s reports and 83 
of the mainstream school questionnaires.  For the child to be included in this study there 
needed to be a leavers report from the residential treatment centre on the child, as well as 
their questionnaire returned from their mainstream school six months after they returned 
there.  For the parents of the children to be included they needed to have returned the parent 
questionnaire six months after the child had returned home. The child’s questionnaire was 
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included in analysis if it had been returned six months after the child left the residential 
treatment centre.  Therefore there were 83 of the 172 children who had both the residential 
treatment centre leavers report and the mainstream teacher questionnaires who were eligible 
to be included in the analysis along with nine parent questionnaires and seven child 
questionnaires.          
As the only information given about the students to the current researcher was their 
sex, student number and age (between seven and thirteen years) the remainder of the 
characteristics must be inferred from the enrolment criteria for the residential treatment 
centre.  These criteria were i)  intellectual ability in at least the average range; ii)  behaviour 
considered to be extreme, persistent and requiring more resources than mainstream education 
could provide; iii) community and school interventions had been tried with little or no 
success; iv) caregivers, a home and mainstream school placement were available for the child 
upon exit from the residential school, v) Parents/Caregivers agreed  to attend a two day 
parenting course at the centre whilst the child is in residence     
The mainstream teachers, parents and residential workers completing the materials 
used for this research were not required to provide any information about themselves.  
Therefore little information was known about these participants. The questionnaires 
completed by mainstream school staff may have been completed by the classroom teacher or 
by the school principal.  
Setting 
The residential treatment centre used in the present study has a maximum roll of 25 
students; the children attend residential school five days a week and live on site. Local 
children return home for weekends, whilst those from outside the local area remain at the 
school seven days a week. All children return home for school holidays.  
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 The way the school operates has not changed over the previous 8 years. The child 
arrives at the residential treatment centre with their parents/caregivers and meets with the 
Principal.  During this time the child and parents/caregivers are explained the rules of the 
residential treatment centre and school and how it operates with both rewards and sanctions.  
Parents/caregivers and the child discuss with the principal  their main areas of concern about 
the child’s behaviour.  This discussion leads to all parties deciding on goals that are relevant 
to the areas in which they would all like to see improvements.  There can be between four 
and eight goals and they must be agreed upon between the Principal, parents/caregivers and 
the child.  These goals remain the focus for the child for the remainder of the time at the 
residential centre and when transitioning back into mainstream education.   
The school and the residential living area operate in unison, with parallel expectations 
of the children and their behaviour.  The school follows the academic curriculum of 
mainstream schooling whilst providing remedial work for children in core subjects when 
required.  The residential programme operates with a focus on the development of age 
appropriate self care skills such as managing own hygiene and knowledge of medication 
required.  The main focus of both the school and residential programme is to provide frequent 
feedback to the students in regard to their performance, with emphasis on reinforcing 
appropriate and acceptable behaviours.  Sanctions placed on the child for poor behaviour or 
lack of performance include limitations placed on the choice of activities, exclusion from 
participation in some activities and close supervision from staff both when involved and 
excluded in activities.  Exclusionary “time out” is also used at both the school and residential 
programme for severe misbehaviour and is closely monitored and recorded by trained staff at 
all times .  A token economy is used across settings with certificates being awarded at 
numerous times throughout the day if appropriate behaviour has been displayed.  These 
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certificates are then able to be spent on desirable activities such as play station, movies with 
treats and BMX riding during set times throughout the week.    
Measures 
The information for this study was gathered using pen and paper questionnaires and a 
report on each child prepared by the residential treatment centre staff at the end of the child’s 
stay there.  To ensure the anonymity of each participant no names were available to the 
researcher.  Each child was given a number from the school in order for the researcher to 
match up all four corresponding pieces of data.       
Leavers Report 
On the completion of the child’s time at the residential school a leavers report is 
constructed by the child’s case worker and classroom teacher.   These reports consist of 
transition information, report on academic achievements, report on the child’s progress 
towards their personal goals, personal health information, a short summary of the child’s time 
at the centre and information about the questionnaires they will be asked to complete in six 
months time.  The relevant section of the child’s leavers report for this study was the section 
completed on the child’s progress towards goals that the child, parent and principal identified 
at the time of enrolment.   This data was presented in the form of a written description of how 
the child was performing in relation to each individual goal. (See Appendix A for a full 
example.)  Below is a fictional example of how one goal would be written up in the leavers 
report.  
To follow all instructions without complaint Child is now able to follow instructions 
without having to complain most of the time.  
However on some occasions child can 
complain if child feels the instructions are 
unfair.   
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Questionnaires  
The follow-up questionnaires were designed by the school principal and Dr John 
Church (School of Educational Studies and Human Development, University of Canterbury) 
as part of the follow up procedure the school currently follows.  There are separate 
questionnaires for the child, parent/caregiver and mainstream teacher of the child to complete 
six months after transition from the residential school back to home and mainstream school. 
(See Appendix B) 
Parent/Caregiver Questionnaire 
The parent/caregiver questionnaire consisted of 22 questions.  These questions vary 
from tables requiring the parent to tick the appropriate square that best answers the question 
to questions requiring more detailed written responses.  The question topics ranged from 
“What were the best things about your child’s stay at the school” to “Since leaving this 
school has your child had contact with the police?”    
Child Questionnaire 
The child’s questionnaire consisted of 28 questions.  The first six questions enquire 
about the time at the residential treatment centre whilst the remainder of the questions are 
about the time since leaving the residential setting and attending mainstream school.  The 
design of the questions were similar to the parent/caregiver questionnaire with a number 
requiring short written answers and others requiring the child to tick the box that best answers 
the question.    
Mainstream Teacher’s Questionnaire 
The questionnaire for the mainstream teacher asked 18 questions in the same format 
as the other questionnaires, i.e. with some questions requiring written answers whilst other 
questions requiring a simple tick.  The questionnaire asks about the child’s performance and 
effort in class and their overall behaviour at school.  The questionnaire also asks the teacher 
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to rank the child’s progress towards goals set at the residential treatment centre.  The format 
and instructions given to the teacher for this are shown here:  
 “The goals listed below were identified by parent(s)/caregiver(s), teacher(s) and MOE 
Special Education at the time of enrolment and were included in the pupil’s individual plan.  
Please indicate the degree to which this pupil is demonstrating the progress towards each 
goal”.  
 
Goals set at the time of referral and enrolment Progress 
always 
evident 
Evident 
most of 
the time  
Evident 
some of 
the time 
Hardly 
evident 
at all 
1.      
2.      
3.      
4.      
5.      
6.      
7.      
8.      
 
Procedure 
Data Collection 
 The questionnaires had been collected by the residential school over six years as part 
of its standard follow up procedures. The parents or caregivers were given both parent and 
child questionnaires when their child left the residential school.  Six months later they were 
contacted and asked to complete them and return them to the residential centre.  At this stage 
a teacher copy was sent to the child’s current mainstream teacher as well.  
The leavers report relevant was collected from the schools database by the researcher.   
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Data Analysis 
The data analysis in the study is informed by a mixed method design.  This involved 
coding of goals using a qualitative approach and then scoring these goals using a quantitative 
approach.  This mixed method analysis continued  using quantitative analysis of the 
attainment of goals using Statistical Package for the Social Sciences (SPSS) whilst also using 
descriptive qualitative analysis of parent and child views of the residential treatment centre.   
Coding Goals  
The researcher used an open coding approach to devise a coding scheme for 
categorising goals (Fitzpatrick et al., 2004).  The researcher read through the goals several 
times over a number of weeks, recording the apparent  themes of goals.  Once an exhaustive 
list had been created; codes were condensed into a manageable number (Krippendorff & 
Bock, 2009).  A total of 15 codes were created using this process; learn to use acceptable 
language; reduce physical and verbal abuse; academic progress; stay in the right place, 
communicate needs and feelings in an appropriate way; listen and follow instructions; 
interact appropriately and cooperatively with others to enable relationships to develop; 
emotional control; routines; respect property; increase self-esteem and confidence; family 
interactions and behaviour; interact by the rules and other  (See Appendix C for list of codes 
and requirements for goal inclusion).  When the coding scheme was devised the children’s 
goals were coded into one of 15 codes created.   
Scoring Goals 
The leavers report section used in this study was written in comment form. These 
comments were coded by the current researcher into the same codes as the mainstream 
teachers used in the questionnaires i.e. progress always evident, mostly evident, sometimes 
evident or hardly evident at all.  This was a straightforward process, for example a comment 
stating “Since enrolment child has consistently dealt with differences in an appropriate 
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manner” became progress always evident.  These four answers were then given a number; 
progress always evident = 0, mostly evident = 1, sometimes evident = 2, hardly evident at all 
= 3.   
Inter-rater Reliability  
To ensure reliability of the coding of the teacher and co-workers responses a second 
coder was used.  They were required to read 25 % of the section from the child’s leavers 
report and code them into one of the four options available (progress always evident = 0, 
mostly evident = 1, sometimes evident = 2, hardly evident at all = 3).  This coding was then 
compared to the coding of the original researcher and a reliability index was then used to 
calculate the inter-rater reliability of coding the teacher and case workers written responses.   
        Percentage Reliability Index = Number of agreements  
             Number of disagreement + Number of agreements x 100  
 
SPSS Analysis 
 These corresponding codes for the goals and the score from both the mainstream 
teacher and residential worker for each child were entered into an SPSS data sheet.   
 A difference variable of mainstream teacher responses and residential school 
responses was created for the student goals using SPSS whereby the mainstream teachers 
score was subtracted from the residential centres score (Aron, Aron and Coups. 2006). This 
variable was used to show the goal attainment of each child for each of their set goals.  SPSS 
was used to display frequency and percentage of incidence of goals codes and age ranges (7 
years – 8 years 11 months, 9 years – 10 years 11 months, 11 years and older).   The data set 
was divided into age ranges and goal codes.  Frequency and percentage of incidence of goal 
codes with respect to ages was then calculated using cross tabulation (Fitzpatrik et al., 2004).  
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The data was analysed using SPSS for age ranges, goal coding and difference variable to 
show frequency and percentage of incidence for the goal attainments of all children.   
T-tests for independent means were calculated for each of the goals across each age 
group.  The score from the mainstream teacher’s response to the goal attainment 
questionnaire and the score given by the researcher to the residential treatment centre report 
were used for the t-test.  If the child had more than one goal coded to the same code by the 
researcher a mean of the scores for the goal code was calculated and used for the t-test 
analysis.  The data sheet was split into the three age ranges of 7 years to 8 years 11 months, 9 
years to 10 years 11 months and 11 years and over for the t-test to show the results for each 
age range.  A t-test was also completed for the child’s overall score from both the mainstream 
teacher and residential treatment centre report.  This was completed by taking the mean score 
from the teacher’s responses to the goal attainment question in their questionnaire and the 
mean score of the scores given by the researcher to the residential treatment centre report on 
goal attainment. This was also separated into the age ranges for the analysis as mentioned 
above.    
Descriptive Qualitative Analysis 
The descriptive qualitative analysis was completed by recording the responses of each 
child and parent in a table form.  This table was then matched to each child’s corresponding 
table of difference variables for the researcher to view in order to provide any extra 
information about the goal attainments.  These descriptive tables were then viewed for any 
areas, both positive and negative, that were recurring throughout the different respondents 
with regard to the time spent at the residential treatment centre.   
 Ethics 
Prior to retrieving any of the data from the school, ethical approval was obtained from 
the Human Ethics Committee at the University of Canterbury, New Zealand (see Letter of 
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approval from Human Ethics attached in Appendix D).  Written permission for the child’s 
information to be used for research was obtained from the parents/guardians of the children 
on enrolment (See attached Consent Forms in Appendix E).  The current researcher agreed 
with the ethics committee and the Principal that the identity of the school and any of the 
participants would remain anonymous throughout the research.  To ensure this anonymity it 
was agreed that no direct quotes from the respondents would be used.      
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CHAPTER 5 
RESULTS 
Inter-rater reliability 
The inter-rater reliability was 78%; a satisfactory level of agreement between the two 
coders on the responses of the teachers and residential treatment case workers.   
Data Analysis 
Between 2004 and 2009, 172 children attended the residential school for children with 
EBD.  Of these children, 170 of the residential teacher and case worker’s report’s on the 
child’s goals were found on the school database.  During this time period mainstream 
teachers of 82 children returned the questionnaire they were asked to complete six months 
after the child started mainstream school.  Therefore for this analysis there were 82 full sets 
of residential school information and mainstream teachers questionnaires to analyse.  The 
children and parents of these children were also asked to complete a questionnaire six months 
after exiting the residential treatment centre.  Nine of the parent questionnaires were returned 
as was seven of the child questionnaires.  Incomplete sets were included in this analysis due 
to the small number of responses.  Therefore a total of nine parent and seven child 
questionnaires were analysed.  
As full data sets were not available for all 172 children who attended the residential 
treatment centre, the following information is in regards to the 82 children who had full data 
sets to be analysed.   
Age ranges of data analysed 
Between the years 2004 and 2009 only nine children under nine years of age had full 
data sets which represent 11% of the total. Children aged between nine and ten years eleven 
months at date of enrolment held the majority of complete data sets at 46.3% while children 
aged 11 years and older represented 42.7% of the total.   As demonstrated in Table 1.   
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Table 1 
Frequency of Age Ranges at Enrolment 
 
Frequency of age ranges at enrolment 
   Frequency  Percentage 
8 years 11 months and younger 9 11 
9 years - 10 years 11 months 38 46.3 
11 years and older 35 42.7 
Total 82 100 
  
Goal Proportion  
Children attending the school each had between 5 and 9 goals with the most frequent 
number of goals being 7.  There were a total of 526 goals analysed for this study.   
As shown in table 2 the goal focused upon  by the greatest proportion of students was 
in regard to academic achievement (CM) with 75% of the students having this as a goal. 
Goals in regard to using appropriate language (A), physical and verbal aggression (B), 
staying in the right place (D),  listening and following instructions (F),  interacting 
cooperatively to enable relationship building (GL) and emotional control (HN) were goals for 
over 38% of the children in this study.   
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Table 2  
 Proportion of Goals for all Children 
 
Goal  
 
Goal Code Information Proportion 
 Percent 
with goal 
A Learn to use appropriate language 45/83 54% 
B Reduce physical and verbal abuse 35/83 42% 
CM Academic Progress 63/83 75% 
D Stay in the right place 32/83 38% 
E Communicate needs and feelings  23/83 27% 
F Listen and Follow instructions 53/83 62% 
GL Interactions to build relationships 42/83 50% 
HN  Emotional control  51/83 61% 
IO  Routines 36/83 43% 
J  Respect Property 18/83 21% 
K  Accept responsibility for actions 30/83 36% 
P  Increase in self-esteem and confidence 13/83 15% 
Q Family Interactions and behavior 9/83 10% 
R  Interact by the rules 17/83 20% 
OTHER Other 15/83 18% 
 
 
 
Table three provides detailed information on goal proportion for each of the three age 
groups used for analysis.     
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Table 3 
Goal Proportion for age groups 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Goal  A B CM D E F GL HN IO J K P Q R OTHER 
Age range                               
Under 8 years 
 11 months 
3/9  
  33% 
5/9   
55% 
8/9 
   88% 
4/9   
 44% 
4/9 
  44% 
5/9    
55% 
8/9  
  88% 
4/9   
 44% 
4/9  
44%     
4/9 
   44% 
4/9    
44% 
1/9    
 
11% 
0/0    
0% 
2/9   
22% 
0/9   
 0% 
9 years - 
 10 years 11 
months 
21/38 
  55% 
14/38  
36% 
26/38  
  68% 
14/38 
 36% 
10/38  
26% 
27/38 
   71% 
20/38  
 52% 
22/38  
 57% 
16/38 
 42% 
11/38 
 28% 
18/38 
 47% 
6/68 
 
15% 
1/38  
0.02% 
6/38 
  
15% 
10/38  
26% 
11 years and 
older  
22/35  
  62% 
15/35 
  42% 
29/35   
82% 
16/35 
 45% 
10/25  
28% 
23/35 
   65% 
18/35   
51% 
25/35 
  71% 
10/35 
 28% 
6/35 
 17% 
8/35  
22% 
6/35  
17% 
3/35 
0.08% 
9/35  
25% 
6/35 
 17% 
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Goal Achievement Stability 
Goal Achievement Stability refers to the stability of the child’s goal score from 
residential treatment to mainstream schooling six months later.  The goal achievement 
stability is measured using a difference goal (diffgoal); this represents the child’s goal score 
from mainstream schooling subtracted from the goal score from the residential treatment 
centre.  The scores range from -3 to +3, a negative diffgoal score shows a decrease in 
achievement whilst a positive score represents an increase.  A diffgoal of 0 represents no 
change from the time in residential treatment to six months later in mainstream schooling.   
Figure 1 shows that the most common change in the stability of goal achievement for 
all children analysed was no change at all with 39.5% of the children’s score remaining the 
same six months after leaving residential treatment.   
 
Figure 1 
Frequency of Difference Goal in whole population 
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Figure 2 
Frequency of Difference Goal for age groups  
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Figure two shows children aged 8 years 11 months and younger had the highest 
proportion of goals showing no change at 35.08%.  An increase or decrease by one was the 
next highest occurring change at 22.8% and 21.05% respectively.   Children aged 9-10 years 
11 months as shown in figure two showed greater rates of decrease in goal score with over 
36% of children’s goal scores decreasing.  This is also evident for children ages 11 years and 
older with over 26% of children’s goal scores decreasing.   
Table 4 shows children’s diffgoal scores for individual goal codes and the three age 
groups.      
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Table 4 
Count and % within each goal of Difference goal for age groups and goal codes  
 
Goal Codes 
Age Groups  
 
A B CM D E F GL HN IO J K P Q R 
UNDER 8 YEARS 11 MONTHS                         
3 Count 
% within 
goal  
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
2 Count 
% within 
goal  
0 
0% 
0 
0% 
0 
0% 
1 
20% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
1 
20% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
1 Count 
% within 
goal  
1 
33.33% 
2 
40% 
0 
0% 
1 
20% 
0 
0% 
0 
0% 
3 
33.33% 
2 
33.33% 
2 
40% 
0 
0% 
1 
20% 
1 
100% 
0 
0% 
0 
0% 
0 Count 
% within 
goal  
2 
66.67% 
3 
60% 
3 
37.5% 
2 
40% 
2 
66.67% 
4 
80% 
1 
11.11% 
0 
0% 
0 
0% 
0 
0% 
3 
60% 
0 
0% 
0 
0% 
0 
0% 
-1 Count 
% within 
goal  
0 
0% 
0 
0% 
3 
37.5% 
0 
0% 
0 
0% 
1 
20% 
4 
44.44% 
3 
50% 
1 
20% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
-2 Count 
% within 
goal  
0 
0% 
0 
0% 
2 
25% 
1 
20% 
0 
0% 
0 
0% 
1 
11.11% 
1 
16.67% 
1 
20% 
0 
0% 
1 
20% 
0 
0% 
0 
0% 
2 
100% 
-3 Count 
% within 
goal  
0 
0% 
0 
0% 
0 
0% 
0 
0% 
1 
33.33% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
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9 YEARS – 10 YEARS 11 MONTHS 
                        
3 Count 
% within 
goal  
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
1 
5.88% 
0 
0% 
0 
0% 
0 
0% 
2 Count 
% within 
goal  
1 
4.55% 
1 
6.67% 
0 
0% 
1 
6.25% 
1 
9.09% 
2 
7.14% 
1 
4.17% 
0 
0% 
0 
0% 
1 
10% 
1 
5.88% 
0 
0% 
0 
0% 
1 
16.67% 
1 Count 
% within 
goal  
10 
45.45% 
3 
20% 
3 
8.33% 
4 
25.00% 
0 
0% 
2 
7.14% 
2 
8.33% 
8 
30.77% 
0 
0% 
2 
20% 
2 
11.76% 
0 
00% 
1 
100% 
1 
16.67% 
0 Count 
% within 
goal  
8 
36.36% 
6 
40% 
10 
27.78% 
3 
18.75% 
7 
63.64% 
17 
60.71 
12 
50% 
12 
46.15% 
9 
52.94% 
3 
30% 
7 
41.18% 
2 
66.67% 
0 
0% 
2 
33.33% 
-1 Count 
% within 
goal  
1 
4.55% 
4 
26.67% 
14 
38.89% 
4 
25.5% 
2 
18.18% 
6 
21.43% 
7 
29.17% 
4 
15.38% 
5 
29.41% 
3 
30.00% 
6 
35.29% 
2 
22.22% 
4 
66.67% 
2 
33.33% 
-2 Count 
% within 
goal  
2 
9.09% 
1 
6.67% 
9 
25% 
4 
25% 
1 
9.09% 
1 
3.57% 
2 
8.33%% 
2 
7.69% 
2 
11.76% 
1 
10.00% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
-3 Count 
% within 
goal  
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
1 
5.88% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
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11 YEARS AND OLDER 
                        
3 Count 
% within 
goal  
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
1 
3.23% 
0 
0% 
0 
0% 
1 
11.11% 
0 
0% 
0 
0% 
0 
0% 
2 Count 
% within 
goal  
2 
9.09% 
0 
0% 
2 
6.67% 
0 
0% 
0 
0% 
2 
8.70% 
3 
15% 
5 
16.13% 
0 
0% 
0 
0% 
0 
0% 
2 
25% 
2 
40% 
0 
0% 
1 Count 
% within 
goal  
9 
40.91% 
6 
37.50 
2 
6.67% 
3 
21.43% 
3 
30% 
3 
13.04% 
3 
15% 
3 
9.68% 
0 
0% 
2 
33.33% 
2 
22.22% 
3 
37.50% 
0 
0% 
1 
10% 
0 Count 
% within 
goal  
8 
36.36% 
5 
31.25% 
13 
43.33% 
2 
14.29% 
3 
30% 
8 
34.78 
8 
40% 
8 
25.81% 
9 
75% 
1 
16.67% 
4 
44.44% 
2 
25% 
2 
40% 
7 
70% 
-1 Count 
% within 
goal  
0 
0% 
3 
18.75% 
10 
33.33% 
5 
35.71% 
3 
30% 
7 
30.43% 
6 
30% 
13 
41.94% 
2 
16.67% 
2 
33.33% 
1 
11.11% 
1 
12.50% 
1 
20% 
1 
10% 
-2 Count 
% within 
goal  
3 
13.64% 
2 
12.50% 
3 
10% 
3 
21.43% 
1 
10% 
3 
13.04% 
0 
0% 
1 
3.23% 
1 
8.33% 
1 
16.67% 
1 
11.11% 
0 
0% 
0 
0% 
1 
10% 
-3 Count 
% within 
goal  
0 
0% 
0 
0% 
0 
0% 
0 
0% 
1 
7.14% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
0 
0% 
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T-tests 
To assess the significance of the changes in mean goal score from residential 
treatment to mainstream schooling dependent t-tests were performed.  The results are 
presented below in table 5.   
There was no significant difference between mean goal scores by the residential 
workers (1.42, 0.435) and mean goal scores provided by the mainstream teacher (1.56, 0.748).  
When looking at the mean scores separated into the three age groups Table 5 shows 
there was also no significant difference between the mean goal scores by the residential 
workers and the mean goal score from the mainstream teachers  
Table 5 
Paired Sample t-test for age ranges  
 
Group Residential Mean 
Score 
Mainstream Mean 
Score 
P-Value  
8 years 11 months 
and younger (n=9) 
1.31 (0.410) 1.50 (0.895) 0.453 
9 years – 10 years 11 
months (n=38) 
1.38 (0.436) 1.56 (0.687) 0.100 
11 years and older 
(n=35) 
1.49 (0.441) 1.58 (0.793) 0.546 
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Qualitative Analysis 
Child 1: Age: 11 years 7 months 
Table 6 
Child 1- Goal codes and corresponding change scores 
 
Child one had only the parent questionnaire is available.  This child had a goal for 
following instructions.  This increased by 1 from when the child left residential treatment to 
six months later.  This child went from following instructions some of the time to most of the 
time; however the  parent’s questionnaire stated the child had trouble doing what he was told 
whilst at residential treatment.  The biggest difficulty reported in this questionnaire for both 
the parent/caregiver and child was missing each other when at the residential treatment centre.   
Child 2: Age: 10 years 2 months 
Table 7 
Child 2- Goal codes and corresponding change scores 
 
Child 2/ 
Goal 
Code 
F B E N O C G 
Change 
score 
0 0 0 0 0 0 0 
  
Child and parent/caregiver questionnaires were available for Child 2.  In the child’s 
questionnaire it was reported that the child learnt to cooperate with teachers while at the 
residential treatment centre.  This behavior appears to have been maintained when returning 
to mainstream schooling as the goal to interact appropriately and cooperatively with others 
remained stable at always evident.   This child also reported in the child questionnaire 
Child 1 / 
Goal code 
F A R B H other K 
Change 
score 
1 0 0 1 2 1 3 
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learning at residential treatment to cooperate with teachers.  Another aspect the child reported 
learning at residential treatment was to use social skills and WITS (walk away, ignore, tell 
someone and say I statement).  The child’s goals in regard to physical aggression were stable 
at most of the time and some of the time.  The parent/caregiver questionnaire reported that not 
having their child at home was difficult but that knowing he was getting the best care and 
education and allowing them time to change things at home was helpful.   
Child 3: Age: 9 years 10 months 
Table 8 
Child 3-Goal codes and corresponding change scores 
 
Child 3/ 
Goal 
Code 
C N A G D other F 
Change 
score 
-1 0 1 0 1 0 0 
 
Child 3had only the parent/caregiver questionnaire completed.  The parent reported 
one of the best outcomes for their child at residential treatment was the availability of help to 
address  the child’s anger problem, an area covered in the child’s goals.  The child’s relevant 
goal was stable when the child left residential treatment and 6 months after returning to home 
at most of the time.   
Child 4: age: 10 years 7 months 
Table 9 
Child 4-Goal codes and corresponding change scores 
 
Child 4/ 
Goal 
Code 
R N F E other N C 
Change 
score 
0 0 0 0 0 0 0 
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Both a child and parent/caregiver questionnaire was available for Child 4.  When 
asked what things they had learnt at residential treatment,  Child 4 mentioned school work 
improving, the child’s academic goal was stable at always been evident.  This was also 
something the parent/caregiver mentioned on their questionnaire as positive for the child.  The 
child also commented on learning to interact with others, which was related to two of the 
child’s goal.  These remained stable at always evident and mostly evident.  Both the parent 
and the child mentioned finding it difficult being separated from each other.  When asked 
about the transition to mainstream schooling the child mentioned that it was hard to leave 
those that had helped for the previous year and having to meet new people at mainstream 
schooling.   
Child 5: Age: 7 years 10 months 
Table 10 
Child 5-Goal codes and corresponding change scores 
 
Child 5/ 
Goal 
Code 
C B F E 
Change 
score 
0 1 0 0 
 
Both a child questionnaire and a parent/caregiver questionnaire were available for 
Child five.  In the questionnaire the child reported finding both school work and listening 
difficult.  The goals the child had in relation to academic work and listening remained stable 
at either evident all the time or most of the time.   The child stated wanting more help at 
residential treatment centre with listening.  The parent/caregiver reported the major positive of 
their child attending residential treatment was that it gave the family some time out, and 
allowed for their child to learn some good overall skills.  The distance between home and the 
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residential centre was an area that the parents felt was difficult for both the parent/caregiver 
and the child.   
 
Child 6 Age: 9 years 7 months  
Table 11 
Child 6 -Goal codes and corresponding change scores 
 
Child 6/ 
Goal 
Code 
B P N G D C K J 
Change 
score 
-1 -1 -1 -1 -1 -1 -1 -1 
 
Child six had both a child and parent/caregiver questionnaire available.  Child six had 
a goal in relation to emotional control this decreased from being evident most of the time to 
some of the time.  In the questionnaire the child reported finding it difficult to sort out 
problems in the playground at mainstream schooling.  The child’s parent/caregiver reported 
the best thing about the child attending residential treatment was that they felt they didn’t 
need to worry about the child while they were there.  They did also report finding the distance 
difficult, they missed the child a lot and when the child was at residential treatment the family 
dynamics changed, having the greatest effect on their eldest child.   
Child 7: Age: 9 years 8 months 
Table 12 
Child 7-Goal codes and corresponding change scores 
 
Child 7/ 
Goal 
Code 
C K N D A R 
Change 
score 
0 0 0 1 1 0 
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A child and parent/caregiver questionnaire was available for Child 7.  On the 
questionnaire the child reported finding school work difficult.  The goal in relation to 
academic achievement was stable at progress evident some of the time.  The child reported the 
things learnt at residential treatment were math, reading and science.  The parent/caregiver 
reported that being away from home was difficult for both the family and the child.  They also 
noted the structure, small classes and routine at the residential treatment were beneficial for 
the child.   
Child 8: Age: 10 years 
Table 13 
Child 8-Goal codes and corresponding change 
Child 8/ 
Goal 
Code 
F A G H P 
Change 
score 
-1 -2 -1 -2 -1 
 
Child 8 had both a child and parent/caregiver questionnaire.  In the questionnaire the child 
reported finding it difficult to be good, but when asked what the child had learnt at residential 
treatment the response was to be good.  The child also reported finding school work difficult 
and would have liked more help in this area; none of the child’s goals were in relation to 
academic achievement.  The child reported the difficulties with transition to mainstream 
schooling were attending a new and bigger school and leaving behind the friends made at 
residential school.  The parent/caregiver reported that it was good for the family to get some 
time out and then when the child returned home at weekends, this was hard going for the 
family.  The parent/caregiver also reported it was difficult not seeing the child as often.   
Child 9: Age: 10 years 5 months  
Table 14 
Child 9-Goal codes and corresponding change 
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Child 9/ 
Goal 
Code 
A H F L C E 
Change 
score 
0 0 0 0 -1 -1 
 
Child nine had both a child and parent/caregiver questionnaire returned.  In the child 
questionnaire the child reported learning to following instructions.  This was a goal for the 
child which remained stable at evident some of the time.  The child asked in the questionnaire 
for more help in regard to making friends, this was a goal for the child and was stable at some 
of the time.  The child reported wanting more contact with the family and that they found it 
hard to be away from home.  This was reinforced by a comment made on the parent/caregiver 
questionnaire stating that they found it hard the child being so far away and missing family 
events.  The parent/caregiver also reported the best thing for the child at residential treatment 
was making friends.  The best thing for the parent/caregiver about having the child attend 
residential treatment was getting help to manage the child and their behaviour.   
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CHAPTER 6  
DISCUSSION 
This study examined the stability of the gains children had made towards their goals at 
residential treatment for children with EBD six months after returning to home and 
mainstream education.  It also examined additional information about the child and parent’s 
views of the time the child had spent at the residential treatment centre.   
Little research has been completed after such a short time from discharge from 
residential treatment for EBD, for children of this younger age population or within New 
Zealand. This is an important area in New Zealand as the Residential Treatment Centres for 
EBD are currently under scrutiny for the high running costs and perceived lack of sustained 
results.  Therefore research into these centres and their effects is essential.   
The findings of the present study are discussed below in the context of different goal 
codes over varying age groups, as well as the sustainability of the achievement towards goals 
for all participants, and how this compares across the age groups.  The views of the children 
and parents/caregivers of the residential treatment are also discussed.  Strengths and 
limitations of this study are considered and the implications of this research on practice and 
further research.  The final conclusions of this study are then stated.   
 
Findings 
Goal distribution  
Of the fifteen goal codes generated by the researcher, five of the goal types were used 
by over half of the analysed population.  These goals were; academic progress, using 
appropriate language, following instructions, interacting cooperatively to enable relationship 
building and emotional control.  This indicates these are areas of concern for over 50% of the 
children attending the residential treatment centre.  These are important areas for this 
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population to focus on as Hornby et al. (2008 b) and Farrell et al. (1999) found this population 
has a low level of educational achievement and find building relationships difficult.    Goals 
regarding family relationships and behaviour applied to the smallest proportion of students 
with only 10% seeing this as an area of concern. This was surprising given that Church’s 
(2003) definition of EBD stressed home as an area of concern. Given he said the difficulties 
must be across two settings, one would expect home to frequently be one of them.   
Increasing self-esteem and confidence was another area where only a small number of 
children (15%) had a relevant goal indicating this was not an area the children, parents or 
teachers thought required focussed attention.   
Overall Achievement stability for population  
Over all the results from the t-test of mean goal scores from the residential centre and 
mainstream school showed there was no statistically significant change in the children’s mean 
scores on goal attainment.  The most frequent difference goal (diffgoal) for the children 
overall was 0, no change at all, showing the child’s score for goal attainment was stable.   
Also observed across the population was the lack of children registering changes at the 
extremes ends of the scale with very few children displaying changes of +3 or -3.   
These results showed that the children’s overall achievement stability for the whole 
population was more likely to remain stable than show an extreme change in mean score, in 
either an increase or decrease of achievement. It also means that any changes observed, were 
not statistically significant.  Therefore, in the six months following transition to mainstream 
schooling, the children did not exhibit significant changes in attainment of their goals.  This is 
an important finding as Nickerson et al. (2007) stated that transition is one of the most 
important areas of residential treatment for children with EBD.  Transition from residential 
treatment as shown in this study through perceived goal attainment reflects an estimate of the 
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positive treatment effectiveness for these children, as the majority of their goal attainment has 
remained stable.    
Overall Achievement stability for age groups  
The results of the children’s diffgoal scores were the same across all three age groups 
with the majority showing no change.  The differences noted across the three age groups were 
not statistically significant.  Not only was the residential treatment centre able to 
accommodate for the three age groups, the transition was also sufficient for all three age 
groups as no age group showed a significant drop in goal attainment after transitioning to 
mainstream schooling.   
Achievement for individual goal types and age groups  
Children under 8 years 11 months did not have any goals in relation to; respecting 
property or family interactions and behaviour indicating these areas are of no major concern 
for this age group.  The goal type to show the most improvement were those relating to 
staying in the right place and learning to follow routines each having some children showing 
an improvement of 2 in their diffscores.  Goals in relation to interacting by the rules had the 
greatest proportion show a decrease with 100% of the two children with this as a goal 
showing a decrease of -2.  These children appear to have more difficulty continuing the 
achievement they made in this area when returning to mainstream education.  This may be 
associated with bigger classes, less structure and lower staff to child ratios in mainstream 
schooling than in residential schooling. The lower staff to child ratio may have provided more 
unmonitored opportunity for the children to play and interact without following the rules.  
The goal to show the greatest proportion of increase was following routines in which 60% of 
the children demonstrated an increase indicating children less than 8 years 11 months 
continued to be able to follow routines after leaving residential treatment.  Children in this age 
group with goals in relation to Academic progress and interacting appropriately and 
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cooperatively with other to enable relationships to develop showed the greatest number of 
children decreasing with five for each goal.  This suggests children in this age group having 
difficulties sustaining the goal attainment in relation to Academic progress and interacting 
appropriately and cooperatively with other to enable relationships to develop.   
Children aged 9-10 years 11 months had children with all fifteen goal codes.  Goals in 
relation to staying in the right place had the highest proportion of children in an individual 
goal type to show improvement with 31.25% of children with this goal showing improvement 
in goal attainment.  Thus indicating children learnt more self-control when they returned to 
mainstream schooling.  Goals in relation to increasing self-esteem and confidence did not 
improve in children in 9-10years 11 months.  This shows these children’s self-esteem and 
confidence was not fostered when they returned to mainstream schooling.  This is supported 
by the views found by Polat et al. (2002) where children reported experiencing difficulty 
returning to mainstream school and feeling different.   
Children 11 years and older had a much greater percentage of goal attainment 
diffscore showing a decrease,  only eight out of the fifteen goal codes showed an increase.  
This age group therefore experiences a greater difficulty with building onto what they learnt 
whilst at residential treatment once transitioned to mainstream education.    Goals in relation 
to academic progress, following routines and accepting responsibility for actions showed the 
greatest percentage of children remaining stable in their goal attainment at 43.33%, 75% and 
44.44% respectively. The results show children were able to continue to follow routines once 
returning to mainstream schooling and were able to generalise the skill of following routines 
from the residential setting to mainstream schooling where the routines and expectations may 
not be so stringent.  This is important as some parents reported that one of the benefits of 
residential treatment was the strict routines. The stability of the academic achievement 
contradicts the finding of Landrum et al., (2003) who said children with EBD often 
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experience less educational success than other students.  As their study was not looking at the 
children after residential treatment it may indicate that children with EBD are more 
academically successful after attending residential treatment.          
Parent/Caregiver and Child views   
Both the children and the parent/caregivers mentioned distance from home and the 
child being away from home for long periods as being difficulties.  Missing the child during 
the week and or term and the feeling the child was missing out on important family occasions 
was difficult for the parents.  The children missing their parents shows the relationships they 
built with the staff at the residential treatment are not replacing those they have with their 
parents or guardians.  This supports Cooper (1993) who said residential treatments are not 
trying to substitute the parents or guardians of the children.   
Although the parents and other family members were missing the child or sibling 
whilst they were at residential treatment centre there were also positive feelings towards them 
being away.  Many reported finding having the child away meant the family had a chance to 
learn how they could change and put into place some changes whilst not having to always 
focus their attention to the child.  Also reported was appreciating the time out they had during 
the term when the child was at the residential centre. This would be especially important for 
parents as children with EBD cause substantial disruption to their parents (Farrell et al., 
1999).  It would be easier for the family to learn how to change the family environment whilst 
not having the disruption caused by the child with EBD.     
One parent described the structure, small class sizes and routines to be the best thing 
for their child whilst at the residential centre.  These views are similar to those shared by the 
boys attending residential treatment centres for EBD in Polat et al. (2002) and Hornby et al. 
(2008a).   
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The children’s responses to the question asking what they learnt whilst at residential 
treatment were often an area covered by their goals.  Therefore the residential treatment centre 
was providing support, treatment and education to the children in the specific areas they 
needed and the children were able to later acknowledge what they had learnt.  The diffscore 
for the corresponding goals of these children was often found to have remained stable at 0, no 
change from when the child left the residential treatment centre to six months later at 
mainstream schooling.  This shows the child could not only acknowledge they had learnt 
important information in an area of weakness for them, they were also able to continue using 
this new knowledge when they had returned to mainstream education.   Therefore the 
residential treatment centre was meeting the needs of the child at time of enrolment and 
providing relevant intervention along with appropriate transition.   
These results however need to be interpreted with caution due to the very low 
response rate, indicating that there may be very limited views shared and a biased result may 
be interpreted.   
Strengths and Limitations of current study  
As Braverman (1996) noted in a review of surveys used in evaluation, ‘surveys 
constituted one of the most important data collection tools available in evaluation” (pg 17).  
Using a survey to gather information on residential treatment for children with EBD has 
allowed for information to be sought in both quantitative and descriptive qualitative form 
from a number of small groups affected by the child attending the residential school, such as 
the child, their parents and mainstream teachers.    
The questionnaires used in this study were given to a range of respondents, rather than 
focussing on just the population of children with EBD who had attended the residential 
school.  This allowed the researcher to have data across settings of the child’s life at home and 
mainstream schooling.    Gathering data from other respondents rather than just the 
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mainstream teacher is important as some teachers attitudes towards children with EBD can be 
negative and have the potential to sway their responses on the child’s achievement (Swinson 
et al., 2003).  Having access to the written information on the child when leaving the 
residential treatment centre allowed for the researcher to have a measure of the child’s 
achievement at exit from residential treatment to compare to the information gathered six 
months after exit.  Collection of the data at the time the child left residential school allowed 
for greater accuracy than had the researcher tried to collect the data from the residential 
workers months or years (for some children) after they have left the treatment centre.     
  A possible limitation when using data collected by an individual or group not 
involved in the research is the researcher consequently has no control over the circumstances 
they were collected under or the way the information was gathered.    In this research 
specifically this meant the researcher was unable to follow up respondents to gain a greater 
number of completed questionnaires, and was unable to control the surroundings where the 
questionnaire was filled out.  It is known they were filled out six months after the child had 
exited the residential school but no other details about the exact relationship each respondent 
had with the child (e.g. foster parent, biological parents, and grandparents), sex of the 
respondents or other demographic information was available.  The circumstances around the 
time of completing the questionnaire were also unknown, how had the child been behaving 
that day, and what sort of emotions the respondent was feeling that may have influenced their 
responses.  It is apparent there is a limitation when using questionnaires alone, in that a vast 
amount of information can be missed that, had the researcher been using additional forms of 
data gathering such as interviews, may have been gathered.  In addition, using questionnaires 
may well have contributed to the very low response rate. A low response rate may have led to 
inaccurate results that are not a true representation of the population.  Using the 
questionnaires in this study that had been designed by the residential treatment centre without 
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a particular research question in mind rather just as general follow up procedure, meant that 
they were not designed exactly how the researcher would have created them for the purpose 
of this study. The space for parents and children to write short length answers was limited 
possibly limiting the amount of information the respondents would give.  However this may 
also be considered to be a strength of the questionnaire as unless the audience is very 
motivated, requiring too much writing can decrease the response rate (Fitzpatrick et al., 
2004).  So, having less space may encourage sufficient information from the respondent with 
an open ended question, without being a daunting task for the respondent.  The child’s 
questionnaire whilst designed for the child had some language that the researcher would 
change in the future in order to be easier for children of all ages to understand. This is an area 
of concern given that numerous studies have found the education attainment of these children 
to be lower than their peers (Hornby et al., 2008b; Wood et al., 1999 & Trout et al., 2003) 
Implications of the current study for research 
The results showed no significant change in the mean scores for the children analysed 
in this study.  This could be a result of a number of reasons.  There was a very low response 
rate of mainstream teacher questionnaires for this study.  This may mean that there is valuable 
information that may change these results that has not been able to be included in this 
research.  This low response rate may also mean that there is not a fair representation of the 
children’s progress after leaving the residential treatment centre, as the mainstream teachers’ 
responses received may only represent one end of the scale for improvement or decrease of 
achievement.  Secondly, as Swinson et al. (2003) found, mainstream teachers may have a 
biased view of children with a label of emotional behavioural difficulties consequently 
distorting their responses.  These views would be valuable to investigate in future research for 
children with emotional behavioural difficulties.   
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The data analysed for each child were from two different sources. As these data sets 
were previously collected and not under the control of the researcher there is no reliability 
check that the two different respondents are using the same criteria when deciding on their 
responses.  It is possible that the responses would alter if these checks were done and the data 
were collected under more stringent conditions.  This would be an interesting area of 
development for future research.   
This research looks at the effectiveness of residential treatment centres once the child 
leaves the residential setting and returns home and into mainstream schooling.  Whilst 
transition to mainstream schooling is an important area for research on residential treatment 
centres (Nickerson et al., 2007) an area that would be an interesting addition to this would be 
looking at these same measures of goal attainment when the child enters the residential 
treatment to when they are ready to return home.  This would provide additional evidence on 
the effectiveness of residential treatment centres.   
 As the implications for children with emotional behavioural difficulties can be great 
across multiple areas of their childhood and adult lives, the possible interventions for these 
children is an important area for research.  Limited information on the interventions is 
currently available and therefore future research into these interventions and their 
effectiveness would be valuable for both the child’s well being and economic decisions in the 
future.   
Implications of the current study for practice 
As the effectiveness and economic feasibility of residential treatment centres for 
children with emotional behavioural difficulties are currently being questioned it is important 
to have information on the effectiveness of these residential treatment centres to allow for the 
appropriate decisions to be made in regard to best practice intervention for children and 
economic feasibility of these interventions.  
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This study showed that six months after leaving the residential treatment centre the 
children’s goal attainment did not show statistically significant changes.   Therefore it can be 
considered that the transition to mainstream schooling did not decrease the performance on 
goal attainment for these children and suggests the current practice of transition to 
mainstream schooling is satisfactory.  However it also suggests that the practice of transition 
to mainstream schooling from residential treatment could be improved in order to encourage 
and enable the increases of children’s performance on their goal attainment.  This leads to the 
question of what needs to be altered at the residential treatment centre and mainstream 
schooling to support and allow these children to improve when returning to mainstream 
schooling.      
Conclusion 
Whilst there are some changes in goal attainment when the children return to 
mainstream schooling from residential treatment centres, these changes are not statistically 
significant.  This was also the case for children regardless of their age; all three age groups 
showed no statistically significant change in the diff scores from the residential treatment 
score to the mainstream schooling score.  No other studies have been completed with children 
with EBD so soon after leaving the residential treatment centres therefore these results were 
unable to be compared with other studies.   
It is also apparent that both the children attending the residential treatment centre and 
the parents/caregivers and family find it hard having the child attend a residential treatment 
centre and be some distance from home.  However this distance is also seen by 
parents/caregivers as a positive for them and the family as it allows them time to learn new 
skills and coping strategies and to have what they considered much needed timeout.   
Therefore children who have attended residential treatment for EBD do not appear to 
show significant improvements or decreases in their goal attainment six months after having 
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returned to their homes and mainstream schooling thus suggesting children were able to 
generalise their gains made at residential treatment after discharge, therefore providing 
contradictory evidence to Nickerson et al. (2007).   
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Appendix A 
Leavers Report Relevant Section 
Priorities Identified At Enrolment 
Academic and Social Goals at Enrolment Achievements whilst at ... 
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Appendix B 
Parent and Child and Mainstream Teacher Questionnaires  
Parent Research Questionnaire 
 
Thank you for the time and thought you will give to completing this survey.  The information you 
provide will help us in developing the programme and will be treated in confidence. 
We will contact you when we want you to complete this survey. 
1. What were the best things about your child’s stay at ...? 
1) For the child.  2) For the parent(s) / caregiver(s) 
  
  
  
  
2. What were the worst things about your child’s stay at ...? 
1) For the child 2) For the parent(s) / caregiver(s) 
  
  
  
 
3. When told the child was coming home how pleased were you about 
 Very 
pleased 
Pleased Mixed 
feelings 
Not 
pleased 
Your child leaving ...     
The way you were told about the child coming home.     
The amount of time you had before the child’s coming 
home 
    
The information given by the school about your child      
 
If you were not happy about any of these please say why        
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4.  While your child was enrolled at ...how many times did you have contact with a MOE Special 
Education caseworker? 
 Not at all 1-5 times 6 or more times 
By phone    
At your house     
At the Special Education office     
At the school    
 
5. Were the contacts  
 Y/N Not at all  1 –5 Times 6 or more times 
Routine / scheduled     
Response to incident(s)     
To plan for holidays     
To meet child during holidays     
To plan for transition     
 
6. While your child was enrolled at ... how many times did you have contact with a Child Youth 
& Family caseworker?  If there has been no CYFS involvement please go to Question 8. 
 Not at all 1-5 times 6 or more times 
By phone    
At your house     
At the Special Education office     
At the school    
 
7. Were the contacts  
 Y/N Not at all  1 –5 Times 6 or more times 
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Routine / scheduled     
Response to incident(s)     
To plan for holidays     
To meet child during holidays     
To plan for transition     
 
8.  Since leaving ... how many times has your child had contact with the following? 
 Not at all 1-5 times 6 or more times 
... staff    
School staff    
MOE Special Education    
CYFS    
Others    
 
9. The contacts have been 
 Not at all 1-5 times 6 or more times 
Routine     
Formal reviews of the transition    
Response to incident(s)    
To meet you and the child     
Other    
 
10. Since leaving ... has your child had contact with the Police?  
Yes  No  
Police contacts have been a result of 
Child being bought home by police  
Police advising of minor problems in the community with the child  
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Child being involved in criminal activity  
Other (please give details)  
 
 
 
 
11. Outside school time does your child spend significant time -  
(you may tick as many as relevant) 
On his /her own  
In the company of brothers and/or sisters  
In the company of reasonably behaved peers  
In the company of poorly behaved peers  
In the company of older persons  
In the company of younger children  
12. Does he interact in an age appropriate and acceptable way 
 All of the time Most of the time Some of the time Hardly at all 
    
 
Details:             
            
             
 
13. Does your child accept correction and responsibility for his actions in a reasonable manner? 
All of the time Most of the time Some of the time Hardly at all 
    
 
Details:             
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14. Does your child join family activities when required and remain involved in an acceptable 
manner?    
All of the time Most of the time Some of the time Hardly at all 
    
 
Details:             
            
             
 
15. Does your child follow parent(s) or caregiver’s requests and instructions without complaint?  
All of the time Most of the time Some of the time Hardly at all 
    
 
Details:             
            
             
 
16. To the best of your knowledge since leaving ..., has your child stolen from you or other members 
of your household?  If yes, please give details. 
List the items stolen and who owned them. 
Owner Items stolen 
  
  
  
 
17. To the best of you knowledge, since leaving ... has your child deliberately damaged objects or 
property.  If yes, please give detail. 
Yes  No  
Yes  No  
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Detail items damaged and who owned them 
Owner Property Damage done 
   
   
   
 
18. Do you know where your child is  
All the time Most of the time Some of the time 
   
 
19. Since leaving ... has your child been away from home without permission?.  
Yes  No  
If Yes, complete the chart.   
Duration 1-5 times 6 or more times 
Up to 2 hours     
2 – 8 hours   
Overnight   
Longer   
 
20. Do you expect your child to do household chores on a regular basis?  
Yes  No  
If yes, please provide details 
Chores Required 
Y / N 
Always 
completed 
Mostly 
completed  
Sometimes 
completed 
Hardly ever 
completed 
Makes own bed       
Puts own washing out      
Helps with dishes      
Puts gear away after school      
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Helps with younger siblings      
Looks after pets      
List any others      
      
      
 
21. Was your child taking regular medication at the time of the ... enrolment? 
Yes  No  
 
 Did your child begin taking regular medication while enrolled at ...? 
Yes  No  
 
Is your child currently taking regular medication?  If ‘yes’ what is the prescribed medication?  
Details:             
            
             
 
When was this last reviewed?  
Details:             
            
             
 
22. Does your child belong to any community organizations or activity? 
Organisation Belongs:  Y / N Comment 
Sports team   
Cubs/ scouts   
St Johns   
Church group   
Library   
Marae   
Culture group   
List any others   
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«GOAL_7_SOC»Special Education at the time of enrolment and were included in the child’s 
individual plan.  Please indicate how well your child has maintained progress made towards 
meeting these goals.  
Goals set at the time of referral and enrolment.  (... to 
complete from referral form and enrolment interview.) 
Progress 
always 
evident 
Evident 
most of 
the time 
Evident 
some of 
the time 
Hardly 
evident 
at all 
1. «GOAL_1_ACA»     
2. «GOAL_2_ACA»     
3. «GOAL_3_ACA»     
4. «GOAL_4_ACA»     
5. «GOAL_5_SOC»     
6. «GOAL_6_SOC»     
7. «GOAL_7_SOC»     
8. «GOAL_8_SOC»     
 
 
Thanks for completing the form. 
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 Pupil Research Questionnaire 
 
Thank you for the time and thought you will give to completing this survey.  The information you 
provide will help us in developing the programme and will be treated in confidence. 
 
We will contact you when we want you to complete the survey. 
1. List 3 aspects of ... you enjoyed. 
 
 
 
 
2. List 3 aspects of ... you found difficult 
 
 
 
 
3. List the most important things you learned at ....  
 
 
 
 
4. List anything you would have liked more help with. 
 
 
 
 
5. If you could, what would you change about ...? 
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6. What was most difficult in changing from ... to life at home and in a regular school? 
 
 
 
 
7. Are you attending the school you went to after leaving ...?  
Yes  No  
 
If ‘No’, why have you changed schools? 
 
 
 
8. Do you complete your school work to an acceptable standard in the set time? 
All of the time Most of the time  Some of the time  Hardly at all 
    
 
9. Do you get on well with other pupils? 
All of the time  Most of the time  Some of the time  Hardly at all 
    
10.  Do you cooperate with teachers? 
All of the time  Most of the time Some of the time Hardly at all 
    
 
11.  Do you cooperate with and get on well with your parents? 
All of the time  Most of the time Some of the time  Hardly at all 
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12. Do you get on well with others at home, including your brothers and/or sisters? 
All of the time Most of the time  Some of the time Hardly at all 
    
 
13.  How do you spend your spare time? (You could tick as many options as you wish.) 
Spending time on your own at home   
Spending time with family members.  
Spending time on your own in the community.  
Doing organized activities in the community e.g. sports, scouts  
Free choice activities with friends in the community.   
Watching TV/ playing video or computer games  
 
List other ways you spend your free time. 
 
 
 
 
14.  Are most of your friends:  
Younger than you About your own age  Older than you 
   
 
15. On the day you were enrolled at ... we discussed the following things that you wanted to work 
on.  Please complete the table below to show how you have been able to maintain the progress 
you made at ....   
Goals set at the time of referral and enrolment.  (... to 
complete from referral form and enrolment interview.) 
Progress 
always 
evident 
Evident 
most of 
the time 
Evident 
some of 
the time 
Hardly 
evident 
at all 
1. «GOAL_1_ACA»     
2. «GOAL_2_ACA»     
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3. «GOAL_3_ACA»     
4. «GOAL_4_ACA»     
5. «GOAL_5_SOC»     
6. «GOAL_6_SOC»     
7. «GOAL_7_SOC»     
8. «GOAL_8_SOC»     
 
 
Are there any other comments you wish to make about your time at ..., the transition to home and 
school and how things are for you now?  
            
            
            
            
            
             
 
 
I hope you will keep in touch, as we will always be interested in how you are doing. 
 
 
Thanks again for completing the survey. 
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Mainstream School Questionnaire 
School Research Questionnaire.   (To be completed by Principal/Teacher) 
 
Thank you for the time and thought you will give to completing this survey.  The information you 
provide will help us in developing the programme and will be treated in confidence. 
 
We will contact you when we want you to complete the survey. 
 
1. Name of person filling out this form         
 
2. How long has the pupil been enrolled at the school?  
 
3. Did this pupil come directly to you from ...?  
 
If NO, please note the previous school attended and the reason(s) provided for the change? 
             
             
 
3. Has this pupil been stood down in the last 2 terms? 
 
If YES, how many times? 
 
4. State the number of exclusions this pupil has had in the past 2 terms.   
 
5. Please note the effort in 
 Above Average Below 
 
Yes  No  
Yes  No  
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average average 
Language    
Maths    
SS/Science    
PE/Health    
The Arts    
 
6. Please note attainment  
 Above 
average 
Average Below 
average 
Language    
Maths    
SS/Science    
PE/Health    
The Arts    
 
7. Academic tasks are completed to an acceptable standard within the time set 
All of the time  Most of the time  Some of the time Hardly at all 
    
 
8. Are you currently using additional resources to maintain this pupil in the school?   
eg teacher aid 
 
If YES, please provide comment on the amount and type of resource and who is funding this. 
             
             
             
Yes  No  
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9. Attendance is  
Very good Good  Has unexplained 
absences 
Poor 
    
 
10. Does this pupil have a current IEP? 
 
11. Please provide the number of contacts regarding the pupil with the following 
i) Parent(s) / Caregiver(s) 
 Not at all 1 – 5 times 6 or more times  
Routine contacts     
Formal review meetings     
Response to incident(s)     
 
ii) MOE Special Education personnel 
 Not at all 1 – 5 times 6 or more times  
Routine contacts     
Formal review meetings     
Response to incident(s)     
 
12. Peer relations: This pupil spends the majority of his spare time at school 
On his own With poorly 
behaved peers  
With well 
behaved peers 
With younger 
pupils  
With older pupils 
     
 
13. The pupil interacts in an age appropriate manner  
All the time Most of the time Some of the time Hardly at all 
Yes  No  
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14. This pupil completes homework to an acceptable standard  
 All of the time  Most of the time Some of the time Hardly at all 
Language     
Maths     
Other subjects     
 
15. Follows requests from teachers 
All of the time  Most of the time Some of the time  Hardly at all 
    
 
16. Uses acceptable language and gestures 
All of the time  Most of the time Some of the time Hardly at all 
    
 
 
 
 
17. Accepts correction and responsibility for actions 
All of the time Most of the time  Some of the time Hardly at all 
    
 
18. The goals listed below were identified by parent(s)/caregiver(s), teacher(s) and MOE Special 
Education at the time of enrolment and were included in the pupil’s individual plan.  Please 
indicate the degree to which this pupil is demonstrating the progress towards each goal. 
Goals set at the time of referral and enrolment Progress 
always 
evident 
Evident 
most of 
the time  
Evident 
some of 
the time 
Hardly 
evident 
at all 
1. To use acceptable language in all situations.     
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2. To react reasonabley to upsets and setbacks.     
3. To act on requests and follow instructions promptly 
and without over reaction. 
    
4. To stay in the right place and resolve difficulties 
without leaving the designated area. 
    
5. To accept responsibility for actions.     
6. To commence academic tasks promptly and 
complete work to a high standard and in the time 
allowed. 
    
7. To develop good classroom routines and self 
organisation skills. 
    
8.      
 
... pupils are familiar with the concept of written expression using a picture prompt.  Please allow the 
pupil time to complete the attached maths and language activities.  Allow the pupil 20 minutes for 
the written exercise and note the time taken to complete the maths activity.  Please return these 
unmarked with the questionnaire. 
 
Principal’s Comment 
            
            
            
            
            
             
 
Please print name:       
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Date:        /         /      Time:   
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10 
4 6 3 5 8 2 7 1 9 
+
  
5 7 3 8 4 
11 
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12 
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          9            4 
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Appendix C 
Goals and Inclusion Criteria 
Code Requirements 
A: Learn to use acceptable language Any goal mentioning use of acceptable 
language or mentioning reduce of 
unacceptable language 
B:Reduce physical and verbal abuse Any goal mentioning physical or verbal 
abuse 
CM: Academic Progress Any goal mentioning use of acceptable 
language or mentioning reduce of 
unacceptable language 
D: Stay in the right place Any goal mentioning staying in the right 
place, in boundaries both in school and on 
outings.  
E: Communicate needs and feelings in 
appropriate way 
Any goal mentioning asking for help in the 
appropriate way, talking of communicating 
feelings or communicating to others in 
general.   
F: Listen and Follow instructions Any goal mentioning listening or following 
any type of instructions 
GL: Interact appropriately and cooperatively 
with others to enable relationships to develop 
Any goal mentioning building relationships, 
interacting appropriately with others or 
respecting others and cooperating with others  
HN: Emotional control  Any goal mentioning accepting decisions 
without overreacting or resolving issues 
without overreacting.  
IO: Routines Any goals that mentioned routines for 
personal living or health or classroom.  Any 
goal mentioning age appropriate expectations 
in regard to health, living or classroom 
routines.  
J: Respect Property Any goal referring to accepting responsibility 
for actions 
P: Increase in self-esteem and confidence Any goal mentioning self-esteem or 
confidence, child’s perceptions of themselves 
or their capabilities.   
Q: Family Interactions and behavior Any goal in regard to positive family 
interactions with any member of the family 
or any goal mentioning behavior in the home 
environment 
R: Interact by the rules Any goal where there is mention of playing 
by the rules in team sports or when 
interacting with others when playing with 
other children.   
Other Any goal that didn’t fall into the other 
categories 
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Appendix D 
Approval letter from Educational Research Human Ethics Committe  
Ref:  2010/81/ERHEC  
 
3 November 2010 
 
Monique Gargiulo 
Health Sciences Centre 
UNIVERSITY OF CANTERBURY 
Dear Monique  
The College of Educational Research Human Ethics Committee is pleased to inform you that your 
research proposal “Investigating residential treatment for children with emotional and behavioural 
difficulties in New Zealand” has been granted ethical approval at their meeting on 27 October 2010. 
 
However, this approval is subject to the following: 
 Please provide a letter from the school giving their consent to your use of the information. 
 
If you have any questions regarding the above comments please don’t hesitate to contact me.  
 
 
Yours sincerely 
 
 
Nicola Surtees 
Chair 
Educational Research Human Ethics Committee 
“Please note that Ethical Approval and/or Clearance relates only to the ethical elements of the relationship between the 
researcher, research participants and other stakeholders.  The granting of approval or clearance by the Ethical Clearance 
Committee should not be interpreted as comment on the methodology, legality, value or any other matters relating to this 
research.” 
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Appendix E 
Parent Consent Form Residential Treatment Centre  
 
 
